or his relatives of alcoholism or mental illness. He presented physical signs of aortic insufficiency and examination of his central nervous system was negative. The serologic tests for syphilis were positive. He responded rapidly to therapy with bed rest, low-sodium diet, antibiotics, gitalin, and diuretics. His permission was obtained to keep him in hospital and to include him in a study of digitalis intoxication.
All therapy was withheld except for a 2-Gm. sodium diet and a digitalis preparation. Starting with gitalin, he received 15 mg. over 71/2 days. At this point drowsiness, anorexia, nausea, and vomiting appeared and the drug was stopped. His symptoms improved in 48 hours and, after 6 days rest, digoxin was given. He received 2.5 mg. over 36 hours, but then he developed anorexia, nausea, and vomiting. An electrocardiogram showed paroxysmal atrial tachycardia with varying atrioventricular block. Within 24 hours of stopping of digoxin his symptoms had improved and his heart rate was 80 per minute. The electrocardiogram indicated restoration of sinus rhythm. After a 4-day rest period, digitoxin was administered in dosage of 1 mg. in the first 24 hours and then 0.1 mg. at 8-hour intervals. After a total dose of 3.1 mg. over 8 days he became disoriented and wildly excited, stated that he was in a brewery, and repeatedly demanded beer. Restraints and sedation with paraldehyde were necessary, but after 36 hours he became his usual self. There was no alteration in his pulse rate to suggest an arrhythmia and an electrocardiogram taken soon after he had recovered showed sinus rhythm and first degree atrioventricular block. He had apparently complained of slight nausea to a nurse before his last dose, but this had not been reported to the medical staff. Throughout the trial there was no diuresis and no electrolytic abnormality.
He was discharged and followed as an outpatient on digoxin 0.25 mg. twice daily for 9 months. During this time his clinical picture was one of fluctuating congestive heart failure. Eventually he was readmitted with edema and other evidence of congestive heart failure associated with blurring of vision and white spots in his visual fields. He Restraints became necessary at night when he refused to stay in bed. In conversation he was confused about his home circumstances and in his actions he was hesitant and indecisive. Such behavior patterns continued in varying degree for 14 days; after 9 days he started eating, but as late as the fourteenth day he barricaded himself in a side room to which he had been moved. On this occasion he required restraint and heavy sedation. His pulse became regular 4 days after digoxin was stopped and an electrocardiogram indicated sinus rhythm with no premature beats. After 14 days, improvement set in and at the end of 3 weeks his behavior and train of thought had been normal for 5 days. During the third week after digoxin had been stopped, evidence of heart failure reappeared. This responded to mereaptomerin and chlorothiazide. Throughout the period of psychosis, no abnormality in his serum electrolytes occurred and his treatment included sedatives, small doses of insulin to stimulate appetite, nmereaptomerin, and chlorothiazide.
After discharge he was followed as an outpatient and, when congestive failure recurred, control was at first achieved by diuretics, but after 6 weeks digoxin was restarted in doses of 0.25 mng. twice daily. There was no further occurrence of toxicity or mental disorder during the following 4 months. Finally, when he failed to report for review, it was discovered that he had died suddenly at home.
Comment. The alarming feature of this case was the duration of the delirium which occurred with 1.5 mlg. over the imminimal intoxicating dose. M1anifestations of intoxication with the short-acting glycosides usually disappear within 48 hours, but exceptions do occur and are mentioned later. It is of further interest that delirium persisted long after other signs of intoxication had disappeared. Case 3 ,.A. a white anin aged 63, was admitted to the AMercy Hospital with a history of recurrent breathlessness on exertion, palpitation, and ankle swelling of 5 years' duration. He received di-itoxin, gitalin, and occasional diuretics. Hie gave no history of mental illness, but admitted to being a heavy drinker prior to the last 3 or 4 Years. On admission he showed obesity cyvanosis, distention of the neck veins, marked pitting edemna, and fever of 101 F. The patient was alert, cooperative, and well oriented. The blood pressure was 166/812 nmmii. Hg, the pulse was 160 per minute and completely irregular, and the heart was cimlarged to the left.
Crepitations were audible at the limig bases. A diagnosis was made of coronary artery disease with heart failure precipitated by an infection of undetermined site. It was also thought probable that the patient had cirrhosis of the liver and prostatic hypertrophy. Recent iiiyocardial infarction was considered unlikely. The patient was treated with a low-sodiulm diet, mercaptomnerin, chlorothiazide, and penicillin. After initial digitalization with lanatoside-C, 1.2 mig., followed by gitalin, 7 mug0. over 3 days, the patient was maintained on gitalin 0.5 iug. daily. A diuresis occurred with iimprovemnent in the signs of failure including loss of edema and loss of 20 pounds in weight, but a remittent pyrexia up to 101 F. continued. On the eighth hospital day he developed a chill and a temperature of 106 F. was recorded. His urinary output fell to 80 nil. in 94 hours; then a diuresis followed, but on the sixteenth day the output again decreased to a daily total of between 300 and 900 ml. A urinary tract infection, complicated by bacteremnitm, peripheral circulatory failure and a low-grade pyrexia, was responsible.
The patient became somewhat lethargic with short spells of confusion during the 8 days followillg his hyperpyrexia and, parallel with the decline in his urilary output, he became more persistently confused and disoriented with periods of aggressive behavior. No improvement was noted upon use of an oxygen tent. Later he developed visual hallucinations. His appetite, poor since admission, became worse and vomiting started on the seventeenth day gradually increasing in frequency over the next 5 days. On the twenty-first day he was incontinent of urine, hallucinating, and vomiting frequently. Intravenous fluids were comluenced. On the twenty-second day a bigelminal pulse was noted and the electrocardiogram showed ventricular bigemiiny. This focused attention to gitalin which had been given continually since admission; when it was withheld, improvement occurred dramatically within 48 hours. The patient became alert and cooperative, his appetite returned, and nausea. vomiting, and bigeniinal rhythai were no longrer noted. No further disturbance of mental behavior occurred. His cardiac status remained fairly well compensated on diooxin 0.25 in-. daily which was instituted 1 week after omission of gitalin.
Commntent. In this case, delirium occurred in the presence of other possible etiologic agents besides digitalis. Severe infection, hepatic failure, uremnia secondary to renal failure, and electrolyte imiib.Llance could have been responsible. As the delirium became worse, however, tests of hepatic function improved and the blood urea fell; moreover, little or no increase in his urinary output coincided with the dramatic improvement in his synmptoms. The evidences of severe infection developed and disappeared before his delirium reached its peak, and the low-grade pyrexia, which developed later, persisted after iniprovement had occurred. Electrolyte imbalance was possibly present but, considering the progression, the associated gastrointestinal disturbances and the bigeiminy, the weight of evidence appears to incriminate the drug. Le aspectos clinic de iste easos es discutite in le lumine de previe reportos.
